the paper; the authors did not use mesh repair for emergency cases. Although the probability of emergency surgery to repair a parastomal hernia is low, we should define the best treatment option for such an occasion, mesh or no mesh.
The real incidence of parastomal hernia is not well reported, but we assume that it will be much higher than really encountered in clinical practice. A recent prospective study reported a 33% incidence of parastomal hernia [1] . The majority of parastomal hernias are asymptomatic, and only 10% of the patients require surgery.
The optimal method for repairing a parastomal hernia has been a debate among surgeons because of the high incidence of recurrence and difficulty in preventing morbidity after the repair. The paper titled "Surgical Treatment of Parastomal Hernia" in this issue of our journal addressed changing trends in the surgical treatment of parastomal hernias. Direct repair and relocation of the stoma were the main surgical strategies of early 90s whereas mesh repair was the newer surgical approach of the late 90s. These treatments were used to repair not only parastomal hernias but also ventral and inguinal hernias. The socalled "tension free repair" of the hernia is the recent standard for hernia repair.
Theoretically, a mesh repair either synthetic or biologic is superior to the direct repair or relocation of the stoma. Direct repair with the weakened tissues around the stoma is accompanied by the recurrence of the parastomal hernia. This approach is less invasive compare to the relocation of the stoma because we can avoid a laparotomy for the relocation of stoma. However, the application of synthetic mesh around the colostomy is not accepted very well among colorectal surgeons because of the fear of infection. This trend is apparent shown in
